
IDAHO EMS BUREAU 
FY2009 EMS DEDICATED GRANT FUND APPLICATION 

Due May 31, 2008 
 
EMS REGIONAL CONSULTANT REVIEW _________________________ 
        Regional Consultant Signature 

Pending EMS License Change:     _________________________ 
(Refer to Instructions page 1)      Date 
 
I. AGENCY INFORMATION 

 
Agency Name:  __________________________________________  EMS License #:  ________ 
 
2007 Call Volume:  Requests for EMS service:  ______   Number of patients transported:  _____ 
 
Estimated Population in your Primary Response Area:  (Refer to Instructions pages 2-3) 
 
Residents _____________    Migrants ___________    Tourists __________ 
 
Primary Grant Contact:  __________________________________________________________ 
 
Contact Information: Phone #:  ___________________  Other/E-Mail:  ____________________ 
 
Agency Federal Tax Identification Number:  _________________________________________ 

II.  FISCAL INFORMATION   (NOT PROJECTED)      (Refer to Instructions pages 3-4) 

 
From: Month ______  Year ______   Through: Month _______  Year ______ 

   (No later than May 31, 2008) 
INCOME       EXPENSES 

FUNDING SOURCE REVENUE  CATEGORY EXPENSES 
Ambulance Taxing District   Personnel  
Fire Taxing District   Operating  
Hospital Taxing District   Capital  
General Fund   Other  
State Motor Vehicle Funds   TOTAL  
Grant Funds     
Patient Billing   Explanation(s):    
Donations / In Kind 
Contrib. 

  

Cash on Hand 
 

  

Investment Income     
Other     
TOTAL     
 
Financial Verification Contact:  _____________________________________________________ 
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Financial Contact Information:  Phone #: _______________  Other/E-Mail: __________________ 
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III. EMERGENCY VEHICLE APPLICATION INFORMATION 
 
Vehicle(s) requested: 

Priority # Make Model Purpose Configuration 4x4 Y/N Base Price Quote $ Request 
1        

2        

3        

 
Total number of licensed vehicles used for emergency medical services in agency fleet: ______ 
 
  Similar vehicle(s) currently in use: 

Make Model Purpose Years of 
Use for this 
Purpose 

Configuration 4x4  
Y/N 

Mileage License # VIN # 

         

         

         

         

         

         

         

         

         

         

 
Vehicle(s) to be replaced:  (Refer to Instructions pages 5 – 6) 
DO NOT COMPLETE THIS TABLE IF VEHICLE IS TO BE RETAINED FOR CURRENT PURPOSE: 
 
For Priority 

# 
Condition Age 

Yrs 
License  4x4 Needed (% of calls): 

       0% - 20% 

       21% - 40% 

       41% - 60% 

       61% - 80% 

       81% - 100% 

 
  Electronic photos of vehicle(s) to be replaced (3/4 view from back and 3/4 view from front)  

      Send to:  thrasher@dhw.idaho.gov

  Copy of registration or title to vehicle being replaced. 
 

  County or City name to be on new vehicle title: _______________________________________ 
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IV
Equipment requested:  , except for items that come as a set, such as radios and 

les, boat s, trai figh a ipment 
are not eligible for the dedicated grant program. 
 Adult and pediatric epinephrine auto-injectors may be requested. (Refer to Instructions) 

. EMS EQUIPMENT APPLICATION INFORMATION 
List each item separately

ication sets. extr
Snow mobi s, ATV lers, fire ting equipment, dispos ble items, and training equ

 
 

Priority Description Quantity Purpose 
   1 
Anticipated 
Use 

 Time 
per Use 

 Base 
Price 

 $ Request  

 
Description Purpose Distance Time Condition Age- 

Yrs 
Replace
Y/N 

Similar 
Equipment 

      
 

 

 
Priority Description Quantity Purpose 

   2 
Anticipated 
Use 

 Time 
per Use 

 Base 
Price 

 $ Request  

 
Description Purpose Distance Time Condition Age- 

Yrs 
Replace
Y/N 

Similar 
Equipment 

       
 

 
Priority Description Quantity Purpose 

   3 
Anticipated 
Use 

 Time 
per Use 

 Base 
Price 

 $ Request  

 
Description Purpose Distance Time Condition Age- 

Yrs 
Replace
Y/N 

Similar 
Equipment 

       
 

 
Priority Description Quantity Purpose 

   4 
Anticipated 
Use 

 Time 
per Use 

 Base 
Price 

 $ Request  

 
Description Purpose Distance Time Condition Age- 

Yrs 
Replace
Y/N 

Similar 
Equipment 

       
 

 
Priority Description Quantity Purpose 

   5 
Anticipated 
Use 

 Time 
per Use 

 Base 
Price 

 $ Request  

 
Description Purpose Distance Time Condition Age- 

Yrs 
Replace
Y/N 

Similar 
Equ

 

ipment 
       



 

Page 4 of 6 

Priority Description Quantity Purpose 
   6 
Anticipated 
Use 

 Time  Base  $ Request  
per Use Price 

 
Description Purpose Distance Time Condition Age- 

Yrs 
Replace
Y/N 

Similar 
Equipm

  
 

ent 
     

 
Priority Description Quantity Purpose 

   7 
Anticipated 
Use 

 Time 
per Use 

 Base 
Price 

 $ Request  

 
Description Purpose Distance Time Condition Age- 

Yrs 
Replace
Y/N 

Similar 
Equipment 

      
 
 

 
Priority Description Quantity Purpose 

   8 
Anticipated 
Use 

 Time 
per Use 

 Base 
Price 

 $ Request  

 
Description Purpose Distance Time Condition Age- 

Yrs 
Replace
Y/N 

Similar 
Equipment 

      
 
 

 
Priority Description Quantity Purpose 

   9 
Anticipated 
Use 

 Time 
per Use 

 Base 
Price 

 $ Request  

 
Description Purpose Distance Time Condition Age- 

Yrs 
Replace
Y/N 

Similar 
Equipment 

      
 
 

 
Priority Description Quantity Purpose 

   10 
Anticipated 
Use 

 Time 
per Use 

 Base 
Price 

 $ Request  

 
Description Purpose Distance Time Condition Age- 

Yrs 
Replace
Y/N 

Similar 
Equipment 

      
 
 

 
  TOTAL AMOUNT OF EQUIPMENT REQUESTED $____________ 
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ATURE 
 
I hereby certify that the inform nt ined in this ation is true and correct. 

e uthorized to sign ncy: ___ ____ ____ _ ___

Printed name and title:  ________________________________________________________________ 

 ________________ 
 
 

REQUIRED

V.  SIGN

ation co a  applic
 
Signatur
 

 of person a  for age _______ _____ ________ ____ ____ 

 
Date:  _________

THE FOLLOWING ATTACHMENTS ARE  FOR COMPLETION OF THE 
LICAPP ATION:  

Attachment Name 
(Place √ for applicable entries 

Completed Request for Taxpayer Identification Number and Certification (W-9)  
County and/or City endorsement(s)    (one minimum)  
Vehicle price quotes for each vehicle being requested  
Electronic photos of vehicle(s) inim  of two views), if applicable  to be replaced  (m um  
Copy of registration or title o (  to be repla  appli able f vehicle s) ced, if c  
Narrative of need for each vehicle being requested  
Equipm te(s) for each e t item be stedent price quo quipmen ing reque   
Narrative of need for each equipment item being requested  

 
HE FOLLOWING INFORMATION IS REQUIREDT  FOR GRANT ELIGIBILITY: 

V 2007 Call olume for 
Estim nt opulation ary response area in Idaho ated reside  p  in prim
Estim t opulation a  response a Idahoated migran  p  in prim ry rea in  
Estim ry response area in Idaho ated tourist population in prima
Financia n (most recently ted 12-m iod)l informatio  comple onth per  
Funding sources and revenue genera d by source te
Contact person for fiscal information 
Age and condition of vehicle or equipment being replaced, if applicable 
Prioritization of need (pre-numbered in table) 
Type, quantity, and purpose of similar vehicles and/or equipment presently in use by applicant 

 
APPLICATIONS ARE DUE ON OR BEFORE MAY 31, 2008  

rked or Han ivered S au l ice
ATE APPLICATIONS SHALL BE EXCLUDED FROM CONSIDERATION FOR ANY AW  

END TO:

Postma d Del  to EM Bure Centra  Off  
L ARD

S  

OBTAIN A ECEIPT OF AILING

OR HAND DELIVER NO LATER THAN 5 PM TO:

EMS BUREAU CENTRAL OFFICE, P O BOX 83720, BOISE ID 83720-0036 
R M  

 
EMS BUREAU CENTRAL OFFICE, 590 W WASHINGTON ST, BOISE, IDAHO 83702 

OBTAIN A RECEIPT ACKNOWLEDGEMENT 

RETAIN RECEIPT UNTIL EMS BUREAU HAS CONFIRMED RECEIPT OF APPLICATION 
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IDAHO EMS FY09 DEDICATED GRANT  
NARRATIVE FORM

(ONE FORM REQUIRED PER REQUESTED ITEM)   [MAKE ADDITIONAL COPIES AS NEEDED] 

 
PART 1 - JUSTIFICATION OF NEED  

• Explain how receiving the requested item will improve 
patient care and/or benefit your agency and how this will 

If Applicable:

be determined.  
 

 
 

• Optional: If a professional has determined the vehicle or 
equipmen

Vehicle - Priority
t is not repairable or should be replaced, attach 

that assessment. 
• If requesting a vehicle whic

__

 #_____
 
Equipment Priority - #____ 

_____ ______

______________________

_______________________

_________

__________________________________________________

_________________________

________________________

_________________________________________ 

Agency # ______

2007 Call Volume _______

h will be replaced by a 
currently owned vehicle, explain what the replacement 
plan is to be. 

 
___________________________________________________ _

_________________________________________

________________________________________

______________________________________________________

_____________

______________________________________

_______________________________________

______________________

 
PART 2 – EXPLANATION FOR LACK OF AVAILABLE FUNDS
_______________________________________________________________

____ _____

__ _

______

____________________ ____________________

__

________________ _________________ 

______________________________________________________

____________________________________________________________

_________________________________________________________

_______________________

___ _ _____ ______ _____ _____ _ _ __ __ ______________________________

______________________________
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